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Introduction
Recent studies have shown that depression in primary care patients is common and often is not self-limiting or transient; that most cases in the community are seen by general practitioners; and that relatively few patients are referred to mental health specialists.1-'5 Other studies have shown a clinically significant association of depression with social disability. 1U-30 There is evidence that the associated disability can be rather persistent.17 Because personal, clinical, social, and economic costs are involved,'6"17 '31 it is important to understand what disability is associated with common psychiatric illness and whether symptom and disability levels follow parallel trajectories over time.
To date, few studies have examined the longitudinal relationship between depression and disability. In a 1-year follow-up study of 185 distressed health maintenance organization enrollees in the top decile of users of ambulatory health care, it was found that a reduction in depression levels was accompanied by a reduction in disability days of approximately 50%. 18 However, the generalizability of these findings is unclear, owing to the selective nature of the sample (in which there was a high prevalence of comorbidity of physical illness and depression) and the exclusive reliance on self-report measures. The latter factor may have caused information bias through the overly negative response set of patients with depressive symptoms.32 '33 In addition, previous research has not exam- ined the relationship of specific diagnostic categories (e.g., anxiety, depression) to disability.
In the context of the triad of impairment, disability, and handicap, disability is typically defined as "any restriction or lack of capacity to perform an activity in a manner or within a range considered normal for a human being."34 35 In the present than the usual approach in terms of instrumental activities of daily living and disability days. The present study had three objectives: (1) to characterize disability associated with common psychiatric illnesses; (2) to test whether severity of psychiatric illness and disability show synchrony of change, while controlling for physical illness; and (3) to establish how invariant this longitudinal relationship is across baseline severity, recency of onset, and psychiatric diagnosis.
Methods
The study was carried out in the province of Groningen were positive according to the questionnaire (GHQ+) and 28% were positive according to the general practitioner (GP+). "Positive" was defined as having a score of 5 or higher on the questionnaire or having a current mental health problem detected by the general practitioner. The 25 general practitioners were a representative sample from the total population of general practitioners in the city of Groningen and some surrounding towns (total population 275 000; number of general practitioners approximately 110). The physicians also indicated whether the patient had had a mental health problem in the year preceding the index visit. If this was the case the patient was designated "old"; if not, the patient was considered "new."1 Persons selected for baseline examination at stage 2 were a stratified random sample, with differing probabilities depending on physician rating (GP+/GP-), questionnaire status (GHQ+/GHQ-), and "old" or "new" status. Because the main study objective was the long-term outcome of "new" cases of psychiatric illness detected or undetected by general practitioners, the following sampling scheme was used: all "new" detected (GP+) patients (n = 206); a random sample (n = 91) from the 397 "new" undetected (GP-/GHQ+) patients; a random sample (n = 62) from the 847 "new" GP-/GHQ-patients; and a random sample (n = 42) from the 221 "old" GP+/ GHQ+ patients. Of this total of 401, 285
were flJly examined at baseline (105 refused the baseline interview and 11 had important missing data).
According to the Present State Examination4l (see below), 91 of the 285 completely examined baseline subjects had less than three psychiatric symptoms. These "asymptomatic" patients, designated "normal" patients, were excluded from follow-up at 1 year (T2) and 3.5 years The Present State Examination is a standardized semistructured interview covering 140 psychiatric symptoms. Data from the examination were used to assign diagnoses and to construct a sum score of nonpsychotic symptoms (PSE-TOT) that took into account the severity of symp- symptom and disability data were collected by the same interviewer, many ratingswere checked independently bya second rater (typically another interviewer or project staff member), using the written report of the interviewer, and discussed.
Analyses have shown that the four roles measured by the Groningen Social Disability Schedule constitute a one-dimensional hierarchical scale, suggesting that a simple sum score (GSDS-TOT) can be meaninlly applied."
The presence ofphysical illness in the 4 weeks preceding the interview was globally assessed at baseline and at T2 and T3 by means of a Present State Examination item. This item asked the interviewer to rate physical illness according to the following categories: 0 (no physical illness); 1 (minor physical illness, e.g., common cold, stiff neck, cough); 2 (mild to moderate physical illness, e.g., mild duodenal ulcer, uncomplicated diabetes mellitus); 3 (serious physical illness, e.g., carcinoma, severe arthritis).
Diagnostic Classificafion
Psychiatric diagnoses were made according to the Bedford College criteria developed to differentiate the spectrum of common psychiatric illnesses in the community and among primary care patients. 45 The following categories are distinguished: depression, anxiety, and minor psychiatric disorder (which includes minor depression and minor anxiety). The criteria are described in the Appendix. An additional category, nonspecific psychiatric distress, was constructed for persons without a Bedford College diagnosis who had at least three nonspecific psychiatric symptoms (e.g., worrying, tension pains, muscular tension, tiredness, restlessness, hypochondriasis, irritability, poor concentration). Mixed 
Symptom Improvement by Baseline Severity
A study subject was classified as improved if the mean of the two follow-up PSE-TOTs was reduced by at least 50% relative to his or her baseline PSE-TOT. Next, subjects were cross-classified by baseline severity (minor and nonspecific vs major) and improvement status (improved, unimproved) in four severityimprovement groups.
Anaysis
Repeated-measures general linear models analysis was performed with SAS software46 to assess longitudinal differences in disability levels by severityimprovement status, with physical illness controlled for. A nonproportionally stratified sampling scheme was used; therefore, statistical tests should be interpreted cautiously. Because weighting did not affect the pattern of findings, unweighted data are presented. Longitdinal Findings Figure 1 depicts the course of disability for each of four severity-improvement groups: (1) major psychiatric disorder (depression and/or anxiety) at baseline and not improved; (2) major psychiatric disorder at baseline and improved; (3) minor psychiatric disorder or nonspecific distress at baseline and not improved; and (4) minor psychiatric disorder or nonspecific distress atbaseline and improved. Persons with improved symptoms had substantially lower levels of disability at followup, whereas persons with unimproved symptoms had disability levels that were only slightly lower than their baseline levels. At follow-up, disability among persons with improved symptoms dropped to the level found among the asymptomatic (normal) patients at baseline.
Results

Cross-Sectional Findings
In the repeated-measures general linear models analysis for the three occasions on which disability was measured, baseline severity of psychiatric illness and improvement status were entered as factors and severity of physical iliness was controlled for. The analysis indicated a highly significant interaction between time and improvement status (F = 50.1, P < .001). This interaction confirmed the hypothesis that patients with improved psychiatric symptoms and patients with unimproved psychiatric symptoms would have different trajectories of disability. We repeated the analysis to establish whether the pattern of results was similar for diagnostic category (depression, anxiety, mixed anxiety/depression) and for recency ofonset (recent onset, remote onset). These stratified analyses showed that the synchrony ofchange in symptom severity and disability was independent of diagnostic category and recency of onset (graphs not presented).
Biscussion
The major finding of this study was that common psychiatric illnesses in primary care were associated with disability, both cross-sectionally and longitudinally.
The cross-sectional findings showed that most disability consisted of impaired social and occupational role function and that greater disability was found among patients with depression than among those with anxiety. In general, the more severe the psychiatric illness was in terms of number and severity of symptoms, the higher the level of disability. These observations are in line with earlier work with community samples and psychiatric outpatients.2225 At the index visit, disability levels among patients with major depression and mixed anxiety/depression were similar to disability levels found in Dutch psychiatric outpatients."t The longitudinal analysis demonstrated that primary care patients whose psychiatric symptoms substantially improved showed corresponding changes in disability level, whereas patients with unimproved or only slightly improved symptoms showed, on average, no improvement in disability level. This pattern appeared to be invariant across the diagnostic categories of depressive illness, anxiety, and mixed anxiety/depression. of findings is striking, considering the substantial differences between the Seattle and Groningen studies in sample, design, time frame, and measures. Our results suggest that the crosssectional and longitudinal association between severity of psychiatric illness and disability level was largely independent of time of onset of the symptoms. As expected, the remote-onset case patients tended to be older, to be more likely to have comorbidity of mild physical illness, and to have lower levels of disability than did recent-onset case patients. These patterns, however, did not affect the relationship between psychiatric illness and disability.
Disability in this study was conceptualized and measured in terms of dysfunction in four social roles (self-care, family role, social role, and occupational role). Although disability in these roles may be due to physical as well as psychiatric illness, the underlying mechanisms may differ somewhat. Physical illness may produce disability because of limitations in physical capacities such as mobility, vision, aerobic capacity, and strength, whereas psychiatric illness may produce disability through limitations in cognitive, motivational, and emotional capacities and the tendency to experience multiple minor physical symptoms49 (e.g., fatigue and pain).
Our diagnosis-specific findings should be interpreted cautiously. Although we were able to follow up a reasonable number ofpatientswith major and minor depression, minor anxiety, and nonspecific psychiatric distress, the small number of major anxiety cases renders conclusions about this category highly tentative.
Only a minority of our second-stage sample (15%) had mild to serious physical illness. The low severity ofphysical illness in this sample may explain the lack of a relationship between physical illness and disability ratings. The global and crude measurement of physical illness by a single item may also have been a factor; limitations in physical capacities were not assessed. At the same time, the lack of a significant association between physical illness and disability may be due to the possibility that disability in role function is less sensitive to mild physical illness than to psychiatric illness. It may be easier to perform the selected roles with mild to moderate limitations in physical capacities than with psychiatric illness that impairs the highest-order capacities of the human organism. It should be stressed that our study sample is not fully representative of consecutive patients with psychiatric illness in primary care. "New" cases were sampledwith higher probabilities. However, it is unlikely that the sampling scheme seriously biased the results. Many "new" cases had onsets of more than 1 year prior to the index visit but were rated by the physician as "new" because the patient had not presented the psychiatric illness in the previous year or because the illness was not detected by the physician at an earlier visit. Substantial differences in the relationship of psychiatric illness to disability were not found between recentonset and remote-onset case patients.
Another question is whether our findings can be generalized to the community. We selected the primary care setting because it is the setting where most psychiatric illness is presented and managed. '5 At least two thirds of community patients with nontransient psychiatric illness consult their general practitioners and only a few are referred. There may be, however, a considerable time lag between onset and consultation,50 and psychiatric illness is often presented in a somatic idiom. 8, 36, 39 Our longitudinal data on psychiatric illness and disability show synchrony of change but not how and why this synchrony occurs. Because dates of onset and remission of disability were not assessed, causal ordering cannot be determined. There are arguments that psychiatric illness may be secondary to disability, with social stress resulting from disability as the etiologic mechanism. 
